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Bolus obstruction of the • •IntestIne
Case reports
C. J. KNOTT-CRAIG, D. F. DU TOIT, P. VAN SCHALKWYK, L. C. J. VAN RENSBURG
Summary
Two cases of intestinal obstruction caused by
peaches are reported. In the first case steamed dried
peaches were eaten by a 56-year-old woman who
had undergone a Billroth I gastrectomy 18 years
previously, while in the second case canned peach
halves were swallowed. whole by a 75-year-old eden-
tulous man. The cases both typify the usual clinical
setting of bolus obstruction, certain aspects of which
are discussed. The responsibility of the attending
practitioner to advise his high-risk patients with
regard to their diets is emphasized.
S AIr lied J 1985; 17: 1025-1026.
Intestinal obstruction from impaction of a food bolus is a well-
documented though unusual phenomenon associated with a
significant morbidity and an operative mortality of up to 5%.1,2
In some rer0rts it accounts for 4% of simple small-bowel
obstruction. >,4 By 1966 a list of 62 foods incriminated in bolus
obstruction had been compiled,s varying from grasshoppers to
gooseberries and from popcorn to poppy-seeds. Three foods
seem to predominate in different geographical areas: persim-
mons or 'date plums' in North America, peaches in South
America, and citrus fruit, particularly in Britain.3 Peaches
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seem to feature prominently in South Africa too, and 5 cases
were reported in the SAMJ in 1983.2 This stimulated us to
report 2 further cases which were recently treated at Tygerberg
Hospital.
Case reports
Case 1
A 56-year-old white woman presented with a l2-hour history
of acute onset of severe abdominal cramps associated with
vomiting. The symptoms had gradually worsened until the
abdominal pain had become constant. The patient had under-
gone a Billroth I gastrectomy for peptic ulcer disease 18 years
previously. She had also had an appendicectomy as a child. On
examination the patient was acutely ill; the abdomen was
distended and diffusely tender, and there were no bowel
sounds audible. The blood pressure was 150/90 mmHg, pulse
rate 102/min and oral temperature 35°C. An abdominal radio-
graph revealed several small-bowel fluid levels, supportIng a
clinical diagnosis of small-bowel obstruction due to adhesions.
At surgery a bolus Gbstruction of the mid-ileum caused by two
dried peach halves was found - these were evacuated via an
enterotomy. No intraperitoneal adhesions were present and no
other lesion was evident. The patient's postoperative course
was complicated by ileus and prerenal uraemia which responded
rapidly to appropriate therapy. She was discharged in good
health 9 days after admission. The patient recalled eating a
bowl of steamed dried peaches a few hours before the onset of
her symptoms.
Case 2
A 75-year-old edentulous coloured man presented with a 7-
hour history of severe cramping abdominal pain localized
mainly in the left iliac fossa and radiating towards the umbili-
cus. The pain was associated with nausea and vomiting, and
by the time of presentation was constant. He had never had an
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abdominal operation, and had been quite healthy up to this
point. Cliillcally, the patient was acutely ill; he had a markedly
distended abdomen characterized by diffuse tenderness and
board-like rigidity, absent bowel sounds and an empty rectum.
The temperature was 35°C, blood pressure 110/80 mmHg,
pulse rate 112/min, haemoglobin 16,0 g/dl, white blood cell
count 14,7 x 109/1. Abdominal radiographs showed multiple
small-bowel fluid levels. A diagnosis of small-bowel obstruction
of uncertain origin was made. At surgery a bolus obstruction
was identified in the terminal ileum approximately 30 cm from
the ileocaecal valve. Another smaller bolus was identified in
the stomach. No intrinsic bowel lesions could be identified.
The bolus could not be easily broken by palpation, and was
therefore evacuated via an enterotomy. It consisted of three
canned-peach halves. Another peach half was evacuated from
the stomach. Several more similar boluses were palpated in the
large bowel but these were not removed. The patient made an
uneventful recovery and was discharged in good health 9 days
later. He subsequently recalled eating a tin of canned peaches,
which he had consumed with unusual alacrity - and with an
unusual quantity of local wine.
Discussion
There are certain clinically identifiable groups of patients at
particular risk for developing a food bolus obstruction: (I) the
elderly, often seillle, patient with no teeth or ill-fitting dentures
which are frequently removed while eating;I,J,6,7 and (it) the
patient who has previously undergone a partial gastrec-
tomy.I,8-IO There are also certain pathological conditions which
have been associated with obstructions due to food boluses
and bezoars, such as diverticula of the duodenum and small
bowel, II and strictures of the small bowel, e.g. after tubercu-
losis. J Interestingly enough, intraperitoneal adhesions have
rarely been implicated in bolus obstructions - in the 84 cases
described by Schlang and McHenry' adhesions definitively
contributed to the obstruction in only 1 case.
Many anecdotal cases have been reported where a 'normal'
person with an adequate complement of teeth and no previous
abdominal surgery bolts his food and subsequently develops a
bolus obstruction - the youngster competing in a cherry-
eating competition6 is an example.
The clinical picture of bolus obstruction varies considerably
from the child with transient cramps due to 'green apple colic'
to the patient presenting with severe but transient migrating
abdominal cramps to the acutely ill patient who presents with
complete intestinal obstruction.
The site of impaction in bolus obstruction is usually the
distal ileum approximately 100 cm from the ileocaecal valve;6
at this site the bowel lumen is narrowest and peristaltic
activity is most sluggish. '2 The obstruction may, however,
occur an~here in the bowel, including the sigmoid colon and
rectum. I,
The manner in which the bolus obstruction is relieved
depends largely on the circumstances prevailing at surgery; if
the bolus cannot easily be broken up by palpation and milked
down through the ileocaecal valve, an enterotomy must be
performed. It is extremely important to palpate the rest of the
bowel to exclude a second bolus obstruction; cases have been
reported where a patient required a second laparotomy to
relieve a further obstruction which had been missed during
the first operation.J3
Bolus obstruction following partial gastrectomy was first
described by Seifert 14 in 1930. Many cases have subsequently
been reported; 1,8-10 in one report 84 such cases caused by
oranges are described. I
The reason for the apparent increase in bolus obstruction
after gastrectomy remains unclear. Norberg lO believes that the
loss of the normaf physiological pylorus allows larger than
usual food boluses to enter the small bowel. The size of the
anastomosis may also be important, since bolus obstruction is
more common after a Billroth 11 than a Billroth I gastrec-
tomy.I,IO Davenport" thought that the loss of the stomach
antrum was largely responsible for the loss of fragmentation of
the ingested food. Equally inexplicable is the fact that the
interval between partial gastrectomy and obstruction has usually
been over 5 years. 1,4,8,10 All that is certain is that a patient who
has previously undergone a partial gastrectomy is at increased
risk of developing a food bolus obstruction, and that this is
related in part to his eating habits - particularly in relation to
fresh oranges and other dried fruit.
Conclusion
Food obstruction is an avoidable entity in most cases. It is
incumbent upon the surgeon to warn his patients after a
gastrectomy to avoid eating citrus fruits and to chew carefully
whatever food they do eat; it is equally the responsibility of
the general practitioner to warn their geriatric and particularly
their edentulous patients against the same high-risk foods.
We thank Dr J. P. van der Westhuyzen, Chief Medical Superin~
tendent, Tygerberg Hospital, for permis.sion to publish, and Mrs
M. Louw for typing the manuscript.
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